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Homicides Among Children and Young Adults — Puerto Rico, 1999-2003 


Interpersonal violence causes substantial morbidity and 
mortality worldwide and poses a considerable economic 
burden, equivalent to 4%-—5% of the gross national prod- 
uct in certain countries (/). The Commonwealth of Puerto 
Rico is a U.S. territory with a 2004 population of ap- 
proximately 3.9 million (2). In Puerto Rico, homicides 
were the 12th leading cause of death overall in 2003, rank- 
ing fifth among males and 15th among females (3). This 
report summarizes an analysis of death certificate data on 
violent deaths of children and young adults in Puerto Rico 
during 1999-2003, which determined that 93% of ho- 
micide victims aged <30 years were young males, the most 
common method of homicide was assault by firearm dis- 
charge, and the rate of homicide among males aged 25 
29 years increased during the period. To address this 
problem, the Puerto Rican government has initiated a 
comprehensive strategy that includes enhancing an inte- 
grated surveillance system for fatal and nonfatal assault, 
supporting research on interpersonal violence, and estab- 
lishing local prevention programs (e.g., violence preven- 
tion curricula in selected schools). 

The University of Puerto Rico Center for Hispanic 
Youth Violence Prevention obtained annual data from the 
Puerto Rico Health Department, Division of Statistics (3) 
on homicides among persons aged <30 years in Puerto 
Rico during 1999-2003 and examined the data by age 


group, sex, and method (e.g., assault by firearm discharge 


or assault by sharp object) for each year (4). Homicide 
was defined as death resulting from an injury purpose- 
fully inflicted by another person (including legal inter- 
vention) for which the underlying cause listed on the death 


certificate corresponded to codes X85—Y09, Y35, and 


Y89.0* of the /nternational Statistical Classification of Dis- 
eases and Related Health Problems, 10th Revision (5). Death 
rates were determined on the basis of the decedent's county 
of residence. Categorization of rural versus urban was based 
on application of codes developed by the U.S. Department 
of Agriculture to the 2000 U.S. Census population assess- 
ment. Intercensal population estimates for 1999-2003 
obtained from the Census Office of the Puerto Rico Plan- 


ning Board were used to calculate rates (6). Rates based on 
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fewer than 20 deaths or with a coefficient of variation of 
30% are considered unstable and should be interpreted 
with caution. 

During 1999-2003, of 3,613 total homicides in Puerto Rico, 
2,303 (64%) occurred among persons aged <30 years. Of these 
homicides, 2,148 (93%) were among males. The homicide 
rate for males was 14 times the rate for females (47.7 pet 
100,000 population versus 3.5, respectively) (Table). For both 
males and females, the homicide rate was highest among per- 


) 


sons aged 20-24 years (126.8 and 7.6, respectively 


Among both male and female homicide victims aged 
vears, firearms were the most common method (90.1! of 


males, 65.4 followed by assault with a shar 
of females), and all other met 

of females). Among persons aged 
most common during Jul; 
August; 91. f homicides occurred in urban a 

only 60.3! f homicide victims were urban residents. 
Homicide rates varied by age group. Although homicide 
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TABLE. Number and rate* of homicides among children and 
young adults, by sex and age group of victim — Puerto Rico, 
1999-2003 





Male Female Total 
Age group (yrs) No. Rate No. Rate No. Rate 
0-9 1 1.3 16 35 1.1 
10-1 1.3 6 0. 16 1.1 
15-1 55 7.9 3.6 482 31.2 
20-2. 945 26.8 5 7.6 1,002 66.8 
25-29 71 1 . 7C 768 55.8 











Total 2,148 47.7 3.5 2,303 27.3 
*Per 100,000 population. Rates based on fewer than 20 deaths are co 
sidered unstable 
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FIGURE. Homicide rate* among persons aged 15-29 years, 
by age group of victim — Puerto Rico, 1999-2003 


predominantly among males and 


firearms. The persistence of high 


Ic ‘ates among young persons in Puerto Rico indi 
1 1 
cates a critical need for addressing potential contributors to 
interpersonal violence. 


- ‘ @e 1: 
[he findings in this report are subject to at least three limi 


, the data were obtained from death certificates, 
a 


1 : 
h lack information about the circumstances, perpetrator, 


and victim/perpetrator relationship. This limits the ability to 
describe certain types of homicides (e.g., child maltreatment 


sus peer assault) and their unique risk factors; age and sex 


distributions of homicides are likely to differ by type of homi 
cide. Second, death certificates provide little or no informa 
tion about socioeconomic status, an important risk factor for 
al violence (/). Finally, death certificates might 


assity some homicides as other causes of death 


i j 1 s) | 
ent studies indicate that approximately 90% of the esti 


I 
m 1 520.000 homicid Idwide in 2000 irred in low- 
mated D2U, homicides worldwide in Z occurred In low 


to middle-income countries, including in Central and South 
America and the Caribbean (/). In these regions, high levels 
of poverty and income inequality between communities are 
major contributors to social and family violence (7). A recent 
f homicides in Puerto Rico during 1990-1999 con- 
that the risk of dying from homicide in Puerto Rico 
was among the highest in the world (23.2 per 100,000, com- 
pared with a worldwide average of 10.7 per 100,000) (/,8); 
homicide rates in Puerto Rico correlated directly with high 
population density (8). 
Research on risk and protective factors has identified sev- 
eral potential contributors to youth interpersonal violence in 
Puerto Rico, including neighborhood environment, rapid 


urbanization, political violence, organized criminal activity, 


illegal drug use, and drug trafficking (7). Studies of violence 
in Central and South America also have demonstrated the 
influence of individual factors (e.g., age, sex, or exposure to 
aggression) and household factors (e.g., history of family vio- 
lence or household beliefs that support violent solutions to 
conflict) on interpersonal violence (7). An understanding of 
these factors should aid in the development of violence pre 
vention programs for Puerto Rican communities. 

Multiple efforts have been initiated in Puerto Rico to 
address the problem of interpersonal violence. Since 2000, 
the Center for Hispanic Youth Violence Prevention has par- 
ticipated in the development, implementation, and evalua- 
tion of strategies to address violence among Hispanic youth 
from a public health perspective. Activities include conduct- 
ing research on risk and protective factors, training health and 
education professionals in youth violence prevention compe 
tencies (e.g., recognizing at-risk youth), and adapting an evi- 
dence-based violence prevention curriculum for cultural 
appropriateness and evaluating its implementation with stu 
dents in a high-risk community in San Juan (9). 

The Puerto Rican government also has implemented sev- 
eral strategies to address the problem of violence, including 
distributing the World Report on Violence and Health (/) to 
community leaders and government health organizations, 
instituting increased police surveillance in high-crime neigh- 
borhoods, installing video equipment to monitor streets and 
alert law enforcement to criminal activity, and 
allocating resources to enhance forensic investigations. In 
addition, the governor-appointed Commission for Violence 
Prevention and the Puerto Rico Health Department are 
designing and implementing a pilot surveillance project that 
merges public health and criminal justice data on violent 
deaths, especially those among adolescents and young adults; 
the findings will be used to guide future public health initia 
tives to reduce and prevent violent deaths in Puerto Rico. These 
monitoring and data analysis activities will need to be inte- 
grated with comprehensive prevention strategies that include 
ongoing assessment of community needs, multisectoral col- 
laboration, youth participation, and early intervention in the 
lives of at-risk youth to address risk and protective factors 
regarding interpersonal violence. 
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Update: Guillain-Barré Syndrome 
Among Recipients of Menactra‘* 
Meningococcal Conjugate 
Vaccine — United States, 
October 2005-February 2006 


In October 2005, a possible association between Guillain- 
Barré Syndrome (GBS) and receipt of meningococcal conju 
gate vaccine (i.e., meningococcal polysaccharide diphtheria 
toxoid conjugate vaccine |Menactra™’])* (MCV4) was reported 

!). GBS is a serious neurologic disorder involving inflamma- 
tory demyelination of the peripheral nerves. At the time of 
the first report, five confirmed cases of GBS after receipt of 
MCV4 had been reported to the Vaccine Adverse Events 
Reporting System (VAERS). During the 4 months since, three 
additional confirmed cases of GBS have been reported. This 
report describes two of these recent cases and provides addi 
tional data collected through February 2006. Because avail- 
able evidence neither proves nor disproves a causal relation 
between MCV4 and GBS, further monitoring and studies are 
ongoing within VAERS and the Vaccine Safety Datalink 
VSD). CDC continues to recommend use of MCV4 for per- 
sons for whom vaccination is indicated (/); the additional 
reported cases have not resulted in any change to that recom- 


mendation 


Case Reports 


Brief clinical and epidemiologic descriptions of two of the 
newly reported cases follow. The third case is undergoing 
detailed clinical investigation but meets the provisional case 


definition for GBS. 





Case 1. On August 8, 2005, a male aged 19 years from 
Arizona was vaccinated with MCV4. Approximately 25 days 
later, he experienced numbness and tingling in his hands and 
feet, followed by weakness in his legs, difficulty running, and 
decreased dexterity in his hands. In the month before neuro- 
logic symptom onset, he had no defined episode of respira- 
tory or gastrointestinal illness. He had traveled to Mexico twice 
during the preceding 3 months. Electrophysiology studies 
revealed a diffuse neuropathic process with both demyelinat- 
ing and axonal features, consistent with GBS. Testing for 
Epstein-Barr virus capsid IgG and IgM antibodies was nega- 
tive. Testing for cytomegalovirus IgG and IgM antibodies also 
was negative, as were serologic studies for hepatitis A, B, and 
C to rule out other probable causes of GBS. The patient was 
treated with intravenous immunoglobulin. At follow-up 
examination 8 weeks after onset, he had fully recovered. 

Case 2. On November 4, 2005, a male aged 17 years from 
Ohio received MCV4. Eleven days later, he experienced numb- 
ness and tingling in his right foot, followed by the same symp- 
toms in the left foot, which progressed proximally during the 
next 5 days. He also described a neck hyperextension injury 
sustained while playing sports 2 days before the start of sensory 
symptoms and sore throat and congestion | day before sensory 
symptoms. He had no gastrointestinal illness during the 6 weeks 
before hospital admission, which occurred 6 days after symp- 
tom onset. Cervical spine radiographs revealed no fractures; 
magnetic resonance imaging (MRI) of the spine revealed mild 
enhancement along the surface of distal cord and lumbar nerve 
roots, consistent with GBS. Nerve conduction studies also were 
consistent with GBS. Polymerase chain reaction (PCR) assays 
for enterovirus were negative, as were tests for Mycoplasma 
pneumoniae \gG and IgM. The patient was treated with intra- 
venous immunoglobulin. At follow-up examination 2 weeks 
after admission, he had completely recovered. 

In the two cases described in this report, the period from 
MCV4 vaccination to symptom onset was less than 6 weeks. 
[his is the time window of elevated risk noted for GBS after 
administration of certain other vaccines (2). 

lo determine whether the reporting rate of GBS after MCV4 
vaccination was higher than the expected incidence rate of 
GBS for the appropriate age group population, the reporting 
rate was calculated by dividing the eight confirmed GBS cases 
with onset within 6 weeks of vaccination by the number of 
vaccine doses distributed as provided by the manufacturer 
(approximately 3.77 million doses of MCV4 were distributed 
during March 2005—February 2006). The eight cases were 
divided by the 3.77 million distributed doses to provide the 
reporting rate for GBS after MCV4. The expected incidence 


rate of GBS was estimated from a multistate hospital discharge 
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database (Health Care Utilization Project).» For the years 
2000-2003, the incidence rate of GBS among persons aged 
11—19 years was estimated to be 1.4 per 100,000 population 
per year or 0.17 per 100,000 population during a 6-week 
period. Therefore, the ratio of the reporting rate of GBS after 
MCV4 vaccination to the expected incidence rate was 1.4 


g that the 


D> 


(95% confidence interval = 0.7—2.8), suggestin 
occurrence of eight cases of GBS within 6 weeks of MCV4 
administration is similar to what might be expected to occur 
by chance alone. 

As part of the investigation, other possible causes of GBS, 
such as Campylobacter jejuni, were assessed. C. jejuni is a lead- 
ing cause of gastroenteritis globally and the most frequent 
antecedent pathogen in GBS (3). No evidence of C. jejuni 
was observed in any of the eight cases reported; however, many 
C. jejuni infections are asymptomatic. No serum samples from 
GBS cases reported after MCV4 vaccination were available 
for testing. To further assess the possibility that C. jejuni was a 
precipitating cause, unpublished data were collected and ana- 
lyzed from all five state health departments involved in initial 
GBS case reports to VAERS (Arizona, New Jersey, New York, 
Ohio, and Pennsylvania). Despite an expected seasonal peak 
of GBS cases from June to October 2005 (CDC, unpublished 
data, 2005), none of the involved states reported outbreaks of 


C. jejuni during this period. 


Reported by: Center for Biologics Evaluation and Research, Food and 


Drug Admin. Arizona State Health Dept. New Jersey Dept of Health 
and Senior Svcs. New York State Dept of Health. Columbus City Health 
Dept, ( olumbus, Ohio. Pennsylvania 1 ept Health. Immunization Safety 
Office. National Immunization Program; National ¢ enter for / fectious 
Diseases; F Soud, PhD, EIS Officer, CD¢ 

Editorial Note: In October 2005, CDC and the Food and 
Drug Administration (FDA) alerted health-care providers 
about a possible association between GBS and MCV4 and 
encouraged reporting of adverse events to VAERS (/). Since 
that time, three additional confirmed cases of GBS with onset 
within 6 weeks of MCV4 vaccination have been reported. 
However, even with these reported cases, the reported inci- 
dence remains similar to the expected incidence. In addition, 
three other cases of GBS have been reported, with symptom 
onsets at >6 weeks (107 days, 116 days, and 125 days) after 
vaccination with MCV4; these three cases were not included 
in calculation of GBS rates. Because VAERS is a voluntary 
reporting system, the completeness of reporting of GBS 
remains unknown. Only three cases were reported since 
October 2005, suggesting that MCV4 might not be causally 
related to GBS. The background incidence rate of GBS is one 


to two cases per 100,000 population. However, the timing of 





Available at http://www.ahrq.gov/hcupnet 


onset of neurologic symptoms within 2—5 weeks of vaccina- 
tion is still a concern. 

Additional preliminary data from VSD,! a collaborative 
project between CDC and eight managed care organizations 
in the United States, have not identified GBS cases in MCV4 


recipients. However, VSD has a limited ability to detect rare 


health events such as GBS. To further evaluate any potential 


risk, additional controlled studies of GBS after MCV4 are 
being planned. 

he case definition developed for the initial investigation 
has been refined by an extended working group of the Brighton 
Collaboration,** an international voluntary collaboration of 
scientists. The Clinical Immunization Safety Assessment Net- 
work," in collaboration with CDC, continues to research and 
conduct standardized clinical evaluation of affected vaccinees 
to better understand the pathophysiology of select adverse 
events after vaccination, such as GBS. In response to the evalu- 
ation of the reported cases to VAERS, Sanofi Pasteur and FDA 
updated the Menactra vaccine package insert to list previous 
GBS as a contraindication and provide a warning of the tem- 
poral relation between GBS and MCV4 (4). 

In October 2005, CDC recommended continuing use of 
MC V4 for persons for whom vaccination is recommended; 
the additional cases reported in this update do not affect that 
recommendation (/). In December 2005, the Global Advi- 
sory Committee on Vaccine Safety also recommended no 
change in MCV4 vaccination policies (5). 

Che Advisory Committee on Immunization Practices has 
recommended that persons with a history of GBS should not 
be vaccinated with MCV4 unless they are at elevated risk for 
meningococcal disease (6). Persons at elevated risk for menin- 
gococcal disease include first-year college students living in 
dormitories, military recruits, travelers to areas in which men- 
ingococcal disease is hyperendemic or epidemic, microbiolo- 
gists who are routinely exposed to isolates of Neisseria 
meningitidis, patients with anatomic or functional asplenia, 
and patients with terminal complement deficiency. Informa- 
tion regarding the current investigation should be shared with 
adolescents and caregivers before MCV4 vaccination. A Vac- 
cine Information Statement and fact sheet noting the infor- 
mation on the reported GBS cases is available at http://www. 
cde.gov/nip/publications/vis/default.htm. An updated fact 
sheet for health-care workers is available at http://www. 
cdc.gov/nip/vacsafe/concerns/gbs/menactra.htm. CDC con- 
tinues to recommend that health-care workers and any other 
persons aware of adverse events associated with MCV4 or any 


other vaccination report to VAERS cases of GBS or any other 





Available at hetp://www cde.gov/nip/vacsate/vsd. 


** Information available at http://www.brightoncollaboration.org 


Available at http://www.vaccinesafety.org/cisa/index.htm 
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clinically significant adverse events. Reports may be submit- 


ted securely online at http://www.vaers.hhs.gov or by fax at 


877-721-0366. Reporting forms and additional information 
is available at telephone, 800-822-7967. 
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Mumps Epidemic — lowa, 2006 
: vas posted as an MMWR Dispatch 


on the MMWR website (http://www.cdc.gov/mmwt1 


On Varch 0, this report 1 


In the United States, since 2001, an average of 265 mumps 


cases (range: 231—293 cases) have been reported each year,” 
and in lowa, an average of five cases have been reported annu- 
lly since 1996.’ However, in 2006, by March 28, a total of 
219 mumps cases* had been reported in lowa (Figure 1), and 
an additional 14 persons with clinically compatible symptoms 
were being investigated in three neighboring states (11 in Illi- 
nois, two in Nebraska, and one in Minnesota) in what has 
become the largest epidemic of mumps in the United States 
since 1988 (/). This report summarizes and characterizes the 
ongoing mumps epidemic in lowa, the public health response, 


and recommendations for preventing further transmission. 





FIGURE 1. Number* of mumps cases,’ by week of onset — 
lowa, 2006 





80 





Week ending 


*N=219 

' Includes confirmed, probable, and suspect cases. Case definitions were 
modified from Council of State and Territorial Epidemiologists/CDC mumps 
case definitions for use in this outbreak. Confirmed: case that meets the 
clinical case definition (i.e., unilateral or bilateral tender, self-limited, swell- 
ing of the parotid or other salivary gland, lasting >2 days and without 
other apparent cause) and is laboratory confirmed (i.e., by a positive IgM 
test result or positive viral culture) or epidemiologically linked to a con- 
firmed case. A confirmed case can be asymptomatic if a mumps viral 
culture is positive. Probable: case that meets the clinical case definition 
but has noncontributory or no serologic or virologic testing and is not 
epidemiologically linked to a confirmed or probable case. Suspect: case 

. with a positive IgM test result but no confirmation of the clinical definition 
" Provisional data; cases being assessed for the week ending March 25, 2006 


Mumps is an acute viral infection characterized by fever and 
nonsuppurative swelling of the salivary glands; an estimated 
20%-30% of cases are asymptomatic. Complications can 
include inflammation of the testicles or ovaries, meningitis 
encephalitis, spontaneous abortion, and deafness. During the 
prevaccine era, nearly everyone in the United States experi- 
enced mumps, and 90% of cases occurred among children 
aged <15 years. In 1977, lowa law mandated 1| dose of measles, 
mumps, and rubella (MMR) vaccine for entry to public 
schools; in 1991, the mandate became 2 doses. For the 
2004-05 school year, 97% of children entering school in lowa 
had received 2 doses of MMR vaccine (2). 

The first reports to the lowa Department of Public Health 
(IDPH) of mumps-like illness occurred in December 2005 at 
a university in eastern lowa, where several students with glan- 
dular swelling were tested; two tested positive for mumps- 
specific IgM antibodies. In mid-January 2006, an isolate from 
an unrelated patient was cultured and identified as mumps 
virus at the University Hygienic Laboratory (lowa’s state pub- 
lic health laboratory). Viral isolates were sent to CDC, and 
the mumps strain was identified as genotype G. By mid- 
February, active surveillance had been initiated in seven geo- 
graphic areas, including the campuses of the three largest 


universities in lowa. 








Vol. 55/ No. 13 


MMWR 367 





Of the 219 cases reported in Iowa, the median patient age 
was 21 years (range: 3-85 years), with 48% of patients aged 
17-25 years (Figure 2); 30% (34 of 114) were known to be 
college students. Of the 133 patients with investigated vac- 
cine history, 87 (65%) had documentation of receiving 2 doses, 
19 (14%) 1 dose, and eight (6%) no doses; vaccine status 
could not be documented in 19 (14%) patients. Among the 
114 patients for whom symptomatic information was avail- 
able, the most common symptoms were parotitis in 94 (83%) 
patients, submaxillary/sublingual gland swelling in 46 (40%), 
fever in 41 (36%), and sore throat in 36 (32%); average dura- 
tion of illness was 5.1 days. Six (5%) patients reported com- 
plications (e.g., orchitis); one suspected case of encephalitis is 
being investigated. As of March 28, 2006, investigators had 
determined that only 36 (16%) of the 219 cases were linked 
epidemiologically (i.e., a source of infection was identified), 
suggesting frequent unapparent transmission. 

he source of the lowa epidemic is unknown; however, the 
United Kingdom (UK) experienced a recent mumps epidemic 
that peaked during 2005 with approximately 56,000 cases 
and a high attack rate among young adults (3). The mumps 
strain in the UK epidemic also was identified as genotype G 
(4), and the UK epidemic has been linked to a 2005 mumps 
outbreak in the United States (5). 

To educate health-care professionals in lowa regarding the 
epidemic and mumps, information has been distributed via 
lowa’s Health Alert Network (HAN), in weekly electronic 


newsletters, and via frequent conference calls. The IDPH 


website’ has provided biweekly updates, county case counts, 


fact sheets, and guidance to local health departments and 
health-care facilities on case investigations. IDPH recommen- 
dations include 1) requesting at least 5 days of isolation for all 
patients (quarantine is not being used), 2) ensuring that stu- 
dents and staff members on all lowa college campuses have 
had 2 doses of MMR or are immune from mumps (6), 3) 
assessing vaccination status of all health-care professionals in 
lowa and offering vaccination where appropriate (7), and 4) 
sending all specimens collected from possible cases to Univer- 
sity Hygienic Laboratory for testing. 

Despite control efforts and a highly vaccinated population, 
this epidemic has spread across lowa and potentially to neigh- 
boring states. Ongoing investigations will focus on identify- 
ing actual vaccine coverage on college campuses, potential 
modes of mumps transmission, and the effectiveness of 1 or 
2 doses of MMR. 

Reported by: Local lowa public health departments; University Hygienic 
Laboratory, Iowa City; P Quinlisk, MD, M Harris, MPH, T Thornton, 
lowa Dept of Public Health. L Flamigni, MD, EIS Officer, CD( 
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FIGURE 2. Number* of mumps cases,* by age of patient — lowa, 2006 





Number 





* N = 215; ages of four patients are unknown 





Age (yrs) 


Includes confirmed, probable, and suspect cases. Case definitions were modified from Council of State and Territorial Epidemiologists/CDC mumps case 
definitions for use in this outbreak. Confirmed: case that meets the clinical case definition (i.e., unilateral or bilateral tender, self-limited, swelling of the 
parotid or other salivary gland, lasting >2 days and without other apparent cause) and is laboratory confirmed (i.e., by a positive IgM test result or positive 
viral culture) or epidemiologically linked to a confirmed case. A coniirmed case can be asymptomatic if a mumps viral culture is positive. Probable: case 
that meets the clinical case definition but has noncontributory or no serologic or virologic testing and is not epidemiologically linked to a confirmed or 
probable case. Suspect: case with a positive IgM test result but no confirmation of the clinical definition 
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Update: Influenza Activity — United 
States, March 19-25, 2006 


During March 19—25, 2006,* the number of states report- 


ing widespre id influenza activity’ decreased to 16. Sixteen 
states reported regional activity, 13 reported local activity, and 
five reported sporadic activity (Figure | 

ie OF specimens testing positive for influenza 
remained at the same level as recent weeks in the United States. 
During the preceding 3 weeks (weeks 10-12), the percentage 
t , ' recrit 


OT specimens 
I 


positive for influenza ranged from 30.6% 


1 


j 5 ) 1 
ind 28.6% in the South Atlantic and East South Central 


regions, respectively, to 9.7% in the Pacific region. During 


s period, 60.3 t isolates from the Mountain region have 
been influen tn egions reporting 30.0% of recent 
the East North Central, West 

ntral, and Pacific regions. Phe 

or influenza-like illness (ILI)$ 


25 remains above the national 





FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
March 19-25, 2006 














* Levels of activity are 1) widespread: outbreaks of influenza or increases 
in influenza-like illness (IL!) cases and recent laboratory-confirmed influ- 
enza in at least half the regions of a state; 2) regional: outbreaks of influ- 
enza or increases in ILI cases and recent laboratory-confirmed influenza 
in at least two but less than half the regions of a state; 3) /oca/: outbreaks 
of influenza or increases in IL! cases and recent laboratory-confirmed 
influenza in a single region of a state; 4) sporadic: small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of ILI; and 5) no activity 


baseline.** The percentage of deaths attributed to pneumonia 
and influenza (P&I) was below the epidemic threshold for 


the week ending March 25. 


Laboratory Surveillance 

During March 19-25, World Health Organization (WHO) 
collaborating laboratories and National Respiratory and 
Enteric Virus Surveillance System (NREVSS) laboratories in 
the United States reported testing 3,158 specimens for influ- 
enza viruses, of which 681 (21.6%) were positive. Of these, 

were influenza A (H3N2) viruses, 70 were influenza A 
(H1N1) viruses, 347 were influenza A viruses that were not 
subtyped, and 187 were influenza B viruses. 

Since October 2, 2005, WHO and NREVSS laboratories 
have tested 110,066 specimens for influenza viruses, of which 
13,532 (12.3%) were positive. ( )f these, 11,989 (88.6%) were 
influenza A viruses, and 1,543 (11.4%) were influenza B 
viruses. Of the 11,989 influenza A viruses, 4,875 (40.7%) 
have been subtyped; 4,629 (95.0%) were influenza A (H3N2) 


viruses, and 246 (5.0%) were influenza A (H1N1) viruses. 





national baseline was calculated as the mean percentas 
eding three seasons, plus two standard 
those in which <10% of laboratory 
1. Wide variability in regional data precludes 


therefore applying the national baseline 
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P&I Mortality and ILI Surveillance 

During the week ending March 25, P&I accounted for 7.7% 
of all deaths reported through the 122 Cities Mortality 
Reporting System. This percentage is below the epidemic 
threshold"’ of 8.2% (Figure 2). 

The percentage of patient visits for ILI was 2.5%, which is 
above the national baseline of 2.2% (Figure 3). The percentage 
of patient visits for ILI ranged from 1.4% in the East South 
Central region to 3.5% in the West South Central region. 


Pediatric Deaths and Hospitalizations 

During October 2, 2005—March 25, 2006, CDC received 
reports of 19 influenza-associated deaths in U.S. residents aged 
<18 years. Sixteen of the deaths occurred during the current 
influenza season, and three occurred during the 2004-05 
influenza season. 

During October 1, 2005—March 18, 2006, the preliminary 
laboratory-confirmed influenza-associated hospitalization rate 
reported by the Emerging Infections Program®® for children 
aged 0-17 years was 0.79 per 10,000. For children aged 0-4 
years and 5-17 years, the rate was 1.88 per 10,000 and 0.22 
per 10,000, respectively. During October 30, 2005—March 
18, 2006, the preliminary laboratory-confirmed influenza- 


associated hospitalization rate for children aged 0-4 years in 


the New Vaccine Surveillance Network‘ was 3.0 per 10,000. 


Human Avian Influenza A (H5N1) 


No human avian influenza A (H5N1) virus infection has 
ever been identified in the United States. From December 2003 
through April 4, 2006, a total of 191 laboratory-confirmed 
human avian influenza A (H5N1) infections were reported to 
WHO from Azerbaijan, Cambodia, China, Egypt, Indone- 
Of these, 108 


(57%) were fatal (Table). This represents an increase of one 


sia, Iraq, Thailand, Turkey, and Vietnam.*** 


case and one death in Indonesia and four cases and two deaths 


in Egypt since March 24 and the first human infections with 
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FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&I) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


* The epidemic threshold is 1.645 standard deviations above the seasonal 
, baseline 
The seasonal baseline is projected using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&l during the preceding 5 years 


FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 
United States, 2003-04, 2004—05, and 2005-06 influenza seasons 


*The national baseline was calculated as the mean percentage of visits 
for ILI during noninfluenza weeks for the preceding three seasons, plus 
two standard deviations. Noninfluenza weeks are those in which <10% of 
laboratory specimens are positive for influenza. Wide variability in 
regional data precludes calculating region-specific baselines; therefore 
applying the national baseline to regional data is inappropriate 


avian influenza A (H5N1) reported in Egypt. The majority of 
infections appear to have been acquired from direct contact 
with infected poultry. No evidence of sustained human-to- 
human transmission of HSN1 has been detected, although 
rare instances of human-to-human transmission likely have 
occurred (/). 

Reference 


1. Ungchusak K, Auewarakul P, Dowell SF, et al. Probable person-to-person 
transmission of avian influenza A (H5SN1). N Engl J Med 2005;352:333-40 
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TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World Health 


Organization, by country — worldwide, 2003—2006* 





Year of onset 





2003 2004 
No. of No. of 


Country cases Deaths cases Deaths 


2005 2006 Total 





No. of No. of No. of 
cases Deaths cases 


Deaths cases Deaths 





Azerbaijan 0 
Cambodia 

China 

Egypt 

Indonesia 

Iraq 

Thailand 

Turkey 

Viet Nam 

Total 
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NM 


oa 
ao 


0 0 7 5 7 
5 
16 
4 
30 
2 
22 
12 
93 
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oOoono-Ooufh 
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* As of April 4, 2006 


Notice to Readers 


Discontinuation of Spectinomycin 


In January 2006, CDC learned that Pfizer, Inc. (New York, 
New York) had discontinued U.S. distribution of 
spectinomycin (Trobicin™) in November 2005; remaining 
inventory will expire in May 2006. No other pharmaceutical 
company manufactures or sells spectinomycin in the United 
States. Pfizer is continuing to distribute spectinomycin out- 
side the United States for the international market. CDC and 
the Food and Drug Administration are working with Pfizer 
to make spectinomycin available again in the United States 
and will update this information as soon as possible. 

Historically, spectinomycin has been used to treat persons 
infected with Neisseria gonorrhoeae who cannot receive one of 
the two first-line treatments (i.e., fluoroquinolones or third- 
generation cephalosporins) currently recommended for treatment 
of uncomplicated gonococcal infection (/). Relatively few indi- 
cations exist for which spectinomycin is the preferred treatment 
option for NV. gonorrhoeae; these include 1) pregnant women with 
penicillin or cephalosporin allergy (fluoroquinolones are contrain- 
dicated during pregnancy), 2) persons with penicillin or cepha- 
losporin allergies who reside in areas with a high prevalence of 
quinolone-resistant NV. gonorrhoeae (1,2), and 3) men with peni- 
cillin or cephalosporin allergies who have sex with men (3). No 
acceptable alternatives to spectinomycin therapy are currently 
available. Persons with penicillin or cephalosporin allergies who 
cannot receive fluoroquinolones can be desensitized to cepha- 
losporins before treatment (4). Although 2 grams of azithromycin 
orally in a single dose is effective against uncomplicated gonococ- 


cal infection, no data are available to assess the safety and efficacy of 


this regimen in pregnant women. Moreover, concerns exist regard- 


ing the emergence of antimicrobial resistance if azithromycin is 

used widely in the treatment of N. gonorrhoeae. 

References 
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2. CDC. Increases in fluoroquinolone-resistant Neisseria gonorrhoeae— 
Hawaii and California, 2001. MMWR 2002;51:1041-4. 

3. CDC. Increases in fluoroquinolone-resistant Neisseria gonorrhoeae among, 
men who have sex with men—United States, 2003, and revised recom- 
mendations for gonorrhea treatment, 2004. MMWR 2004;53:335-8. 
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Notice to Readers 





National Child Abuse Prevention 
Month — April 2006 


April is National Child Abuse Prevention Month (NCAPM). 
This year’s theme is Safe Children and Healthy Families are a 
Shared Responsibility. Communities throughout the United 
States will be holding blue ribbon campaigns to promote 
healthy families, organizing educational fairs, and honoring 
parenting heroes. 

Many cases of child maltreatment go unreported to authori- 
ties. However, approximately 906,000 children in the United 
States were confirmed by child protective services as being 
abused or neglected in 2003, a rate of 12.4 per 1,000 children 
(1). Of the reported cases, 5% involved emotional or psycho- 
logical abuse, 10% involved sexual abuse, 9% involved physi- 
cal abuse, and 61% involved neglect (J). 

Persistent stress resulting from child maltreatment can dis- 
rupt early brain development and impair development of the 
nervous and immune response systems (2). Children who 
experience maltreatment are at increased risk for adverse health 
effects throughout their lives (e.g., suicide, obesity, smoking, 
alcoholism, drug abuse, depression, eating disorders, sexual 
promiscuity, and certain chronic diseases) (3,4). In addition, 
persons who are abused as children are twice as likely to be 
assaulted as adults (5). 

NCAPM is an opportunity to raise awareness about child 
maltreatment and its devastating effects. Information about 
child maltreatment is available online from CDC at 
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http://www.cde.gov/injury. NCAPM materials are available 
online from the U.S. Department of Health and Human 
Services, Administration for Children and Families, at 


http://nccanch.acf.hhs.gov. 
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Notice to Readers 





Sexual Assault Awareness Month — 
April 2006 


April is Sexual Assault Awareness Month (SAAM). Through- 
out the month, CDC encourages communities to promote 
healthy relationships and to increase awareness about the dev- 
astating impact of sexual violence. 

Sexual violence affects persons at all stages of life. In 2003, 
approximately two out of 1,000 children in the United States 
were confirmed by child protective services as having been 
sexually assaulted (/). Many sexually abused children, how- 
ever, are not identified by child protective services. In 2003, 
approximately 9% of high school students reported having 
been forced to have sexual intercourse (2). At least one in six 
women and one in 33 men in the United States have been 
victims of rape or attempted rape in their lifetime (3). 

Che consequences of sexual violence can be severe. Survi- 
vors can suffer short-term physical injuries, including genital 
tearing, bruises, and broken bones (4). Long-term health con- 
sequences can include sexually transmitted diseases, irritable 
bowel syndrome, gastrointestinal problems, and chronic neck, 
back, and facial pain (5). In addition, survivors often face se- 
rious mental health problems, including post-traumatic stress 
disorder (4). Many survivors do not tell friends and family 
about the assault and consequently suffer the physical and 
psychological consequences alone (4). Those who do disclose 
their abuse might be stigmatized by their family, friends, and 


communities. 


Communities are encouraged to plan activities in recogni- 
tion of SAAM. A calendar of national, state, and local events 
is available at http://www.nsvrc.org. Information about sexual 
violence is available at http://www.cdc.gov/injury. SAAM 
materials are available from the National Sexual Violence 
Resource Center, 123 North Enola Drive, Enola, PA 17025; 


telephone 877-739-3895 and at http://w Ww.nsvrc.org. 
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Autism Awareness Month — April 2006 


Autism spectrum disorders (ASDs) are lifelong developmen- 
tal disabilities characterized by unusual social and communi- 
cation development and the presence of unusual or repetitive 
behaviors and interests (/). These conditions affect an esti- 
mated 2-6 per 1,000 children (2), making autism a serious 
public health concern. Early identification and intervention 
can help children progress in their development and show 
improvements in their language, cognitive, social, motor, and 
other developmental skills (3). 

\pril is Autism Awareness Month. In collaboration with 
partners, CDC is conducting a public awareness campaign to 
educate health-care and child-care providers regarding poten- 
tial early warning signs of autism and other developmental 
disabilities. Additional information about autism and the CDC 
campaign are available at http://www.cdc.gov/autism and 


http://www.cdc.gov/actearly. 
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Notice to Readers 





Introduction of New Table IV Postponed 


Because of technical problems, introduction of the new quar- 
terly Table IV with data from the National Notifiable Dis- 
eases Surveillance System has been postponed. Table IV 
presents quarterly data on cases of human immunodeficiency 
virus (HIV)/acquired immunodeficiency syndrome (AIDS), 
AIDS, and tuberculosis. 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Hospital Emergency Departments (EDs) Having to Divert 
Ambulances, by Selected Characteristics — United States, 2003 


80 
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| 








| 
T T | 
00 20,000 > MSA* Non-MSA' All EDs 
50,000 





ED volume Metropolitan status 


* MSA = Metropolitan Statistical Area, defined by the U.S. Census Bureau 

' Estimate does not meet standard of reliability or precision because the relative 
standard error is >30° 
Number of visits annually 


Ambulance diversion occurs when EDs are too crowded to handle any more critically ill or injured 
patients and request that ambulances bypass them for another hospital. In 2003, an estimated 45% 
of hospital EDs were on diversion status at some time during the previous year. Ambulance diversions 
were more common in EDs with larger volumes of patients and those in metropolitan areas. 


SOURCES: 2003 National Hospital Ambulatory Medical Care Survey. Available at http://www.cdc.gov/ 
nchs/about/major/ahcd/ahcd1 .htm; Burt C, McCaig L, Valverde R. Analysis of ambulance transports 
and diversions among US emergency departments. Ann Emerg Med 2006;47:317-26. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<‘,000 cases reported during the preceding year) — United States, 
week ending April 1, 2006 (13th Week)* 





5-year 

Current Cum weekly _TOtal cases reported for previous years 

Disease week 2006 average’ 2005 2004 2003 2002 2001 

Anthrax 23 
Botulism 

foodborne 
infant 





States reporting cases during current week (No.) 





39 
97 
19 
136 
38 


other (wound & unspecified) 


Chancroid 
Cholera C 5 2 2 3 
Cyclosporiasis ; 5 156 
Diphtheria 
Domestic arboviral diseases™ 

California serogroup 

eastern equine 

Powassan 

St. Louis 

western equine 
Ehrlichiosis 

human granulocytic 

human monocytic MD (1), NC (4 
human (other & unspecified) 
Haemophilus influenzae,” 

nvasive disease (age <5 yrs) 

serotype b 

nonserotype b 

inknown serotype 

Hansen disease 


Hantavirus pulmonary syndrome 


GA (1), UT (1) 


Hemolytic uremic syndrome, postdiarrheal c ? 3 
Hepatitis C viral, acute 2 35 3 1,102 1,835 3,976 ), MO (1), TX (1), CA (1) 
HIV infection, pediatric (age <13 yrs 5 82 436 5 

Influenza-associated pediatric mortality 


z< 


Listeriosis 

Measles 

Meningococcal disea 
A, C, Y, & W-135 
serogroup B 


other se 


NE (1), AL (1) 


D 6 


OH (1), IN (2), FL (1) 

NY (1), OH (1), IN (2), TX (1), WA (1 
OH (1 

1A (3), KS (4), FL (1), WA (2), CA (1) 


Mumps 
Plaque 
Poliomyelitis, paralytic 
Psittacosis 

Q fever 
Rabies 
Rubella 

Rubella, congenital syndrome 
SARS-CoV 


Smallpox 


uman 


eptococcal toxic-snock syndrome 


ir 
Streptococcus pneumoniae 


invasive disease (age <5 yrs) 267 07 3 4s 513 498 MA (1), NY (6), PA (2), OH (2), IN (3), CO (1), AZ (1) 
Syphilis, congenital (age <1 yr 5 342 3 41¢ 
Tetanus 


Toxic-shock syndrome (other than streptococca OH (2), MI (1), CA (3) 
Trichinellosis 
Tularemia ) } ) 
Typhoid fever 3 é 05 322 356 2 36 CA (3) 
Vancomycin-intermediate Staphylococcus a y N 
Var nycin-resistant Staphylococc 


Yellow fever 





reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
Incidence data for reporting years 2004, 2005, and 2006 are provisional, whereas data for 2001, 2002, and 2003 are finalized 
Calculated by summing the incidence counts for the current week, the two weeks preceding the current week, and the two weeks following the current week 
www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.pdf 


preceding y s. Additional information is available at http 
Not notifiable in all states 

Includes both neuroinvasive and non-neuroinvasive. Updated weekly from reports to 
Diseases (ArboNET Surveillance) 


Data for H. influenzae (all ages, all serotypes) are available in Table |! 


the Division of Vector-Borne Infectious Diseases, National Center for Infectious 


Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Implementation of HIV reporting influences the 
number of cases reported. Data for HIV/AIDS are available in Table IV quarterly 

Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 

Of the 20 cases reported since October 2, 2005 (week 40), only 17 occurred during the current 2005-06 season 

No measles cases were reported for the current week 


Data for meningococcal disease (all serogroups and unknown serogroups) are available in Table |! 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 (13th Week)" 
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Current 52 weeks Cum Cum Current 
Reporting area week Med Max 2006 2005 week 


Previous 


52 weeks Cum 
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United States 12,484 18,452 25,241 204,070 236,883 


New England 467 616 1,536 6,646 6,643 
Connecticut - 156 1,199 913 928 
Maine 41 74 465 562 
Massachusetts 277 441 3,708 3,574 
New Hampshire 34 64 415 474 
Rhode Island 99 828 845 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable 

* Incidence data for reporting years 2005 and 2006 are provisional 
Chiamydia refers to genital infections caused by Chiamydia trachomatis 


Cum: Cumulative year-to-date counts 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 week Med Max 2006 2005 


United States 212 770 3,014 3,817 4,344 6255 8,242 71,833 32 


New England 90 195 273 57 105 285 1,086 1 
Connecticut - 65 23 21 39 238 253 - 
Maine 11 14 39 6 
Massachusetts 1 34 103 150 4¢ 78 
New Hampshire 7 6 11 9 
Rhode Island 25 13 17 25 
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C.N.M.|.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 














376 MMWR 


April 7, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 


(13th Week)" 





Hepatitis (viral, acute), by type 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* 





Lyme disease Malaria 
Previous Previous 


Current 52 weeks Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2005 week Med Max 2006 


United States 21 23 ¢ 345 422 +n 14 














uo 
™N 
Nm 
—+ W 
Ww 


NON W UWI 


New England ) . 28 


—~NW 


+> 
Onna MAW 
oc 


»oO O00 — 


—-~ONW 
N | 
Ls) 


oun WwW 


Ww 


*-nNn > 
ul 


@ ur ¢ 


Mid. Atlantic 


in 
@ 
ine) 


J@wo i! 
I1ODw oO ® 


on 


E.N. Central 


ae) 


hWNh ad 
+h MO OUI 
oO 


4 & 


Noo 


@ 


S. Atlantic 


fo) 


& WoUl 
MM ONM OD 


E.S. Central 


W.S. Central 


Arkar 


so 


whoo 


a] 
ur 
= 


Mountain 


+ 


Ww 
+O1W 
roo me) 


nyo —- A OSL. 
~H > 
uo 


no 
ry) 


ws 
Oo 
nm 
“~J c 
ooo — 


w 


Pacific 


Alaska 


J 
mM 


ee) 
— © 
+ © 


ow 
°o 

mM 

-~> 


mM 
OwWM® 
ow-Oo > 
OWoOoO unr 


i iM 
OoMM 


No°oc°o 


oO 





mmonwealth of Northern Mariana Islands 
kh Aj 
able Nor 


ailat orted cases N: Not notifiable um: Cumulative year-to-date counts Med: Median Max: Maximum 
ce data for reporting ye 


ep 
3 years 2005 and 2006 are provisional 
S data reported through the National Electronic Disease Surveillance System (NEDSS) 








Vol. 55 / No. 13 


MMWR 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* _ 
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TABLE Il. (Continued) Provisional cases of selected notifiable disease 


(13th Week)* 


s, United States, weeks ending April 1, 2006, and April 2, 2005 
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Commonwealth of Northern Mariana Islands 
able No reported cases N: Not notifiable 
data for reporting years 2005 and 2006 are provisional 
s E. coli 0157:H7: Shiga toxin positive serogroup non-01 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
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C.N.M.|.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 1, 2006, and April 2, 2005 
(13th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum 
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mmonwealth of Northern Mariana Islands 
ble No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
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d weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities, week ending April 1, 2006 (13th Week) 
All causes, by age (years) All causes, by age (years) 


All Pal’ All 

Reporting Area Ages | >65 45-64 | inal 1-24} <1 | Total Reporting Area Ages >65 | 45-64 | 25-44 | 1-24 | <1 
New England 626 121 49 13 11 75 S. Atlantic 1,202 743 301 96 

Boston, MA 152 : 32 17 Atlanta, GA 75 26 8 

Bridgeport, CT 42 Baltimore, MD 166 44 14 

Cambridge, MA 25 Charlotte, NC 115 23 12 
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Lowell, MA 26 Norfolk, VA 60 19 2 
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U: Unavailable —:No reported cases 
* Mortaiity data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals April 1, 2006, with historical data 
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